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April 17,2007

Sheila Tibbitts

Blackfoot Medical Center
1441 Parkway Drive
Blackfoot, 1D 83221

Dear Ms. Tibbitts:

This is to advise you of the findings of the Medicare survey, which was concluded at your
facility, Blackfoot Medical Center, on April 11, 2007,

Enclosed is your copy of a Statement of Deficiencies/Plan of Correction, form CMS-2567, which
states that no deficiencies were noted at the time of the survey.

Thank you for the courtesies extended to us during our visit. If we can be of any help to you,
please call our office at (208)334-6626.

PENNY SALOW SYLVIA CRESWELL
Health Facility Surveyor Supervisor
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No deficiencies were cited during the Medicare
recertification survey of your Rural Health Clinic.
Bilackfoot Medical Center is in compliance with
the requirements of 42 CFR 491, Subpart A,
Conditions for Coverage of Rural Health Clinic
services. The surveyor conducting the Medicare
recertification survey was Penny Salow, R.N,,
H.F.S.
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Any deficiency statement ending with an asterisk {*) denofes a deficiency which the institution may be excused from correcting providing it Is determined that
ot afeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
fou. ..1g the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
cfays following the date these documents are made available fo the facility. ¥ deficiencies are cited, an approved plan of correstion is requisite to continued

program participation.
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